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was taken to surgery immediately after inadvertent stripping of
the SFPV was diagnosed.
Intraoperatively, the stump of the SFPV was identified below
the PFV. The CFV was intact. All injured and exposed veins were
clearly located subfascially. The GSV was left in place to provide
the patient with a collateral runoff vessel.
Consecutively, both artery and vein were exposed in the
popliteal fossa. There was major bleeding from the torn popliteal
vein. After systemic heparinization, the SFPV was anastomosed
with the popliteal vein in an end-to-end fashion with running 6-
0 Prolene sutures. The stripped vein had been rinsed in povidone-
iodine (Betadine) for 10 minutes before and was redistended by
flushing with heparinized physiologic saline. The vein was pulled
through the adductory channel into the groin and anastomosed
to the CFV in an end-to-side fashion with a 6-0 Prolene running
suture. Ten side branch holes were repaired with either a z-stitch
with 7-0 Prolene suture or small vessel clips.
After the clamps were released, there was good runoff into
the CFV, and the leg’s circumference decreased considerably.
There was no visible damage to any nerves around the knee or in
the groin. On postoperative day 5, another phlebography showed
moderate stenosis of the distal popliteo-popliteal anastomosis
with slow runoff of contrast dye into the CFV and external iliac
vein (Fig 2). The patient was fully heparinized intravenously dur-
ing the operation and controlled with partial thromboplastin time
and was anticoagulated with warfarin sodium (Coumadin) after
removal of all drains.
Postoperative neurologic consultation confirmed partial injury
to the saphenous nerve in the groin with intact motor function of
the right leg. The circumference was measured at the thigh (14 cm
above the knee joint), proximal calf and midcalf (3 and 10 cm below
the anterior tibial tuberosity) on a daily basis. External elastic com-
pression was achieved with the wrapping of elastic bandages for the
first week after surgery. Thereafter, individually tailored compression
stockings (compression class II) were prescribed. The patient was
discharged after 14 days and seen in our outpatient clinic in regular
intervals. The circumference of the right leg was 3 cm larger than
on the left, and swelling occurred quickly when the patient did not
use compression stockings. Repeat phlebography after 11 months
demonstrated no stenosis of the distal popliteo-popliteal anastomo-
sis, a patent reimplanted SFPV without any thrombi, and a good
runoff (Fig 3). Therefore, warfarin sodium (Coumadin) was
stopped. Further follow-up studies were performed by means of
Doppler ultrasound scan for another 2 years with satisfactory, stable
clinical results (class 3 according to the CEAP classification). GSV
varicosis was not evaluated subsequently.
Stripping of the great saphenous vein (GSV) is a com-
mon procedure for the treatment of varicosis. Although
the method is safe in experienced hands,1 injuries of the
saphenous nerve, the superficial femoral artery, and
femoral vein may occur.2 Injury to the femoral vein may
have a grim perspective and has been described in a few
reports.3,4 However, complete disruption of the superfi-
cial femoral-popliteal vein (SFPV) has been described in
one case report only so far.5 Herein, we describe the man-
agement of a patient with inadvertent stripping of the
SFPV by reimplantation into the popliteal vein and the
common femoral vein (CFV).
CASE REPORT
A 69-year-old male patient was referred to our department
after scheduled surgery for right-sided GSV varicosis in another
hospital. The operation was performed by an experienced general
surgeon who occasionally performed venous surgery.
The patient was admitted while in hemorrhagic shock after
receiving 5.5 L of crystalloid and colloid infusions in the first
hospital. The operation was aborted; the patient had a blood
pressure of 80/50 mm Hg and was receiving a dopamine drip
of 10 µg/kg per minute. On arrival in our hospital the patient
received 5 units packed red blood cells, 4 units fresh frozen
plasma, and 2 L of crystalloid and colloid infusions. The
stripped vein was sent along in a sterile jar containing physio-
logic saline. A massive bleeding from the right groin due to a
large incision had been controlled by local tamponade with
towels. The patient’s thigh was swollen. Several transverse inci-
sions along the medial aspect of his lower leg (for the Boyd,
Sherman, and Cockett II and III perforator veins) and anterior
to the medial malleolus had been left open. After stabilization,
phlebography showed rupture of the popliteal vein and contrast
dye in the adductory channel up to the groin (Fig 1). Both
CFV and profunda femoris vein (PFV) were visible. The patient
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A 69-year-old man who had hemorrhagic shock after inadvertent stripping of the right superficial femoral-popliteal
vein during surgery for greater saphenous vein varicosis in another hospital was referred to us. Phlebography revealed
a ruptured popliteal vein with intact profunda femoris and common femoral veins. The stripped superficial femoral-
popliteal vein brought in a jar was reimplanted. Phlebography performed during the patient’s follow-up visits in our
outpatient clinic 11 months postoperatively showed a patent femoral vein. (J Vasc Surg 2001;33:1111-3.)
DISCUSSION
Accidental stripping of the femoral vein represents a
major emergency in varicose vein surgery. Tera4 estimated
the incidence of such injuries to be 1:10000. Such injuries
may also occur in experienced hands and are not limited to
young surgeons, as highlighted in our case. Flis5 described
a two-step procedure with primary reconstruction of the
junction between the femoral vein, the deep femoral vein,
and the GSV. In a second step a piece of contralateral GSV
was interposed between the tibial and existing GSV in a
latero-lateral fashion for adequate runoff through superfi-
cial veins. The reason for the second procedure was mas-
sive swelling of the right leg with paralysis of the extensor
abductor muscles. Reimplantation of the femoral vein was
not performed.
Reconstructive efforts for division of the femoral vein
during varicose vein surgery have been seldom described
because the PFV rapidly evolves as a satisfactory collateral
when the superficial femoral vein is compromised.6
Besides, the superficial femoral vein can be used as elective
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Fig 1. Phlebography after transfer of patient showing rupture of
the right popliteal vein and accumulation of contrast dye in
adductory channel (open arrow). A collateral can be identified
draining into PFV (solid arrow).
Fig 3. Phlebography 11 months after surgery showing patent
superficial femoral vein, resolved stenosis of popliteo-popliteal
anastomosis, and completely normal runoff. The more medial
course not overlying femoral shaft provides the clue for differen-
tiation between superficial femoral vein and axially transformed
PFV, which would run more laterally overlying femoral shaft.6
Fig 2. Phlebography 5 days after reimplantation of the right
superficial femoral vein with patent femoral vein. Note moderate
stenosis of popliteo-popliteal anastomosis (arrow).
bypass conduit with good long-term clinical outcome.7
Wells et al7 have described a 22% incidence of deep venous
thrombosis and a 32% incidence of edema without skin
changes (class 3 according to the CEAP system8) within 1
week of elective removal of the SFPV. These results can-
not be extrapolated to a situation with major venous
trauma with prolonged ischemia and major soft tissue
injury, when one cannot determine if the CFV and PVF
have remained intact.
The axial transformation of the PFV as described by
Raju et al6 occurs in patients with severe post-thrombotic
changes in the SFPV. Ninety-two percent of their patients
had frank stasis ulceration or stasis dermatitis. In all these
patients reflux in the PFV was present because of dilata-
tion and enlargement of the vessel. Again, the treatment
described by Raju et al was strictly reserved for patients
with a long-standing history of venous stasis, and the
long-term consequences of such stasis are significant. Such
changes should be prevented in a suitable trauma setting
with the injured vein available for reconstruction.
Complex venous reconstructions with variable patency
rates have been performed in the setting of major trauma9
and war injuries10 by means of spiral vein grafts, panel vein
grafts, and saphenous vein interposition grafts, among
other techniques.
Our attempt to reconstruct the femoral vein was suc-
cessful but is only feasible if the stripped femoral vein is
available. If the traumatized vein does not stretch to its
previous length to permit anastomosis to the CFV, anas-
tomosis to the PFV could be considered. The noted steno-
sis, which appears early postoperatively, could be
attributable to the use of a continuous suturing technique,
tissue edema after trauma, and spasm in the early postop-
erative period. The latter two factors could also explain
resolution of the stenosis. Similar findings have been
reported on coronary angiograms early after elective coro-
nary bypass graft surgery.11,12
We think that the method for repair of stripped SFPV
described here is preferable to the one described by Flis5
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because it requires only one operation and can accomplish
a physiologic runoff through the CFV instead of relying
on PFV collaterals only. This method should be reserved
for suitable trauma situations only, if the stripped superfi-
cial femoral vein has remained largely intact. Otherwise,
the technique described by Flis5 remains an alternative for
the resolution of such venous trauma.
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